
Change. One can argue whether change 
is always good, but depending on the 
circumstances, change is almost always 
inevitable. We see change all around us 
in our daily lives, with the economy, 
healthcare, and even in our jobs. Change 
will come to you, whether you are ready 
or not. The AVIR has been through some 
changes in the last few years, mostly good 

changes. Achieving our RCEEM A+ status has been a 
good change (Thanks to Jeff Kins), conducting successful 
conferences nationwide, and providing exceptional CE 
activities to a variety of Interventional-based programs, just 
to note a few. Other changes have not been so good. After 
changing our membership period from July-June to January 
– December, membership declined, almost to the extent 
to which dissolving the association seemed a probability. I, 
as the incoming President, am here to tell you that I will 
not let that happen. The Board of Directors, both current 
and last years, have been very proactive in invoking change 
within the organization. Immediate Past President Missy 
Post, has been instrumental in initiating the very basis of 
these changes. Committee structure, policy revisions, spon-
sorship, and website changes highlight her tenure. What 
those changes mean is a “streamlining” the organization and 
processes behind the association, and giving more value to 
you, the actual members. So let me tell you what you can 
likely expect, from the 2012-13 BOD.

One initiative is to promote the AVIR through a variety of 
methods. Promotion is key to increasing membership, and 
exposing our educational potential. Though our primary tool 
to provide visibility, information and forums to our members 
will be through the new website, other social media, such as 
Facebook and LinkedIn, will also be utilized to notify the 
followers of the Interventional community regarding AVIR 
sponsored events. Visit the AVIR on the social sites, and 
gather your peers attention to what we have to offer.

Educational Opportunities provided through either the 
AVIR website, Chapter activities, and those offered at such 
meetings like SIR/AVIR/ARIN, and GEST, enable our 
members to obtain CE’s to satisfy the ARRT requirements at 
a discounted rate or even free. That’s a great deal, considering 
the cost of membership. You may be pursuing additional 
certification, such as the VI (Vascular Interventional) or 
the CI (Cardiac Interventional), whether as a job position 
requirement or for personal reasons. Providing our members 
with study resources, review courses and opportunities will 
only enhance the mission of the AVIR.

Starting at the grassroots level, Chapter development is 
already underway, initiated through the actions of people 
like Izzy Ramaswamy, the oncoming VP/President-Elect 
(Miami Chapter), Andrew Amorrossa, 2013 Annual 
Program Chair (Rennie Mobahir, NYC Chapter), and  
Rob Sheridan, AVIR Secretary/Treasurer (Boston Chapter) 
and additional Chapters in the south and Midwest. 
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Chapters are the essence of our existence, and even though 
quite siloed, they still enhance the educational opportu-
nities and exposure of IR throughout the country and 
beyond. See the Chapter Update article or check the AVIR 
Website for more details and upcoming chapter events.

I am personally excited about the changes that are ongoing 
within the organization. Increased involvement by new 
members and chapters reflect that our profession is alive 
and well, further influenced by a diverse membership base, 
mixing both young ideas and experienced talent. As we 

look forward to New Orleans in 2013, I ask each member 
to keep the AVIR close to mind when seeking educational 
opportunities and help promote the association in fulfilling 
it’s mission to you our members and the Intervention 
Radiology profession as a whole.

With Warm Regards,

Tony Walton, RT (R ) AVIR, President 
Association of Vascular and Interventional Radiographers

AVIR Launches New Website | www.avir.org

Featuring Your Membership 
hosting and new designs  
offering up-to-date features to 
enhance the AVIR Mission!

— Member Profiles

— Chapter Sites

— CE Opportunities (Conferences, readings, quizzes, etc.)

— Forums and Social links (Facebook and LinkedIn)

— Daily updates and news feeds

— Sponsor Links/Resources, and more!

Change is Good...
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We all work with that one 
very special IR Tech. That 
one that always volunteers 

to take the extra call, work late, or do 
whatever else is necessary to get the 
job done. The one that always knows 
where all the supplies are, anticipates 
the Radiologists’ needs, and keeps the 

day running smooth. The one whose confident smile and 
easy-going demeanor always seems to ease the fears of 
patients and their families. Why not nominate him or her 
for the Award for Excellence?

The Award for Excellence is presented annually by the 
AVIR and a major Industry Sponsor (2012 Award was 
sponsored by Bracco Imaging) to one outstanding 
Interventional Radiographer. The prestige of this award 
lies in the fact that the winner is nominated by his or her 
peers. The application does not have to be completed 
by an AVIR member, but by anyone who feels that the 
nominee goes above and beyond the call of duty and 
demonstrates a dedication to his or her job and profession.

2013 AVIR Award of Excellence

Tony Walton

Every year the AVIR receives applications from several 
worthy candidates, and the competition often comes 
down to the smallest details. The Award for Excellence 
committee reviews each application, narrows down the 
field, then contacts the final nominees for a telephone 
interview. Choosing only one winner is usually a very 
difficult job because of the high quality of nominees. The 
Award is then presented at the annual meeting, which will 
be held in New Orleans in 2013.

If you know of someone that you would like to nomi-
nate for next year’s Award for Excellence, just fill out the 
application form in this issue or go to www.avir.org and 
download the application listed under ‘Home” tab. The 
minimum requirements for the nominee include at least 
one year of continuous membership in the AVIR and 
must be involved with direct patient care. Deadline for 
submission is December 15, 2012.

If you have any questions feel free to contact me at  
tonywalton.avir@gmail.com and I would be happy to 
guide you through the application process. Help us recog-
nize our best and brightest Interventional Radiographers.

Past Awardees Include: 
1996  Joyce Moses
1997  Richard Cless
1998  Gara Colelli
1999 David Hall
2000 Gene Maziarski
2001  Marie Schodle
2002  Sharon Misler
2003  Leona Benson
2004  Sandra Dixon

2005  Viki Allenbach
2006  Jaime Nodolf
2007  Patricia Crane
2008  Rebecca Lassiter
2009  Juan Mancera
2010  Heidi Apfel
2011  Stephen Haug
2012  David Baires

mailto:tonywalton.avir@gmail.com
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2012 AVIR Award for Excellence

Izzy Ramaswamy

In San Francisco this year, it was the privilege of the AVIR 
board and committee members to honor our winner of 
the 2012 Award for Excellence. David Baires, a dedicated 
technologist at Cedar Sinai was nominated by his manager 
through recommendations of both faculty and staff for his 
exemplary efforts in supporting everything that the AVIR 
stands for; being a role model, mentor, innovator, and 
leader in the field of interventional radiography. It is with 
these qualities in mind that he was selected to join the elite 
group of previous winners of this very special acknowl-
edgement. We look forward to working with David and 
the Los Angeles Chapter in the years to come.

With this in mind, we would like to 
begin the selection process for next 
year’s nominees, please visit the new 
AVIR website, print out the nomina-
tion form and distribute around your 
departments to your staff, their peers, 
and faculty. If you know anyone that 
meets the criteria as an exemplary 
professional in our field please take the 

time to submit the nomination on his or her behalf. We 
look forward to continuing the tradition of acknowledge-
ment the best of the best in our field.

The AVIR, like many other organizations, has an 
established fellowship category for members who 
have made significant strides in our field and orga-

nization. AVIR fellows include individuals who have 
dedicated themselves to striving for quality and improve-
ment in interventional radiology as leaders, educators, 
authors and committee members.

The AVIR Fellowship recognizes Interventional 
Radiographers who demonstrate a continuing pursuit of 
excellence in the IR profession. The commitment begins 
at the hospital level, moves on to the local AVIR chapter 
and national levels. A point system is used to evaluate the 
contributions of the candidate in three areas: Personal 

qualifications (education, experience), contributions to 
the AVIR (national and local chapters), and contributions 
to the profession (other than AVIR). Once the minimum 
amount of points is reached, an application may be 
submitted to the Fellowship Committee for review.

The Fellows Award is presented at the annual meeting, 
with next year’s being held in New Orleans 2013. Do 
you think you have the qualifications to become an AVIR 
Fellow? If so, go to www.avir.org and download the appli-
cation from the members Education section. If you have 
any questions, email me at tonywalton.avir@gmail.com 
and I would be happy to assist you.

2013 AVIR Fellows Award

Tony Walton

David Baires

mailto:tonywalton.avir@gmail.com
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Anatomy of a Hybrid Operating Room

Editor’s Choice

Hybrid operating rooms (ORs) promise to deliver 
multiple benefits. The ability to shift from a diag-
nostic or interventional procedure to a surgical 

one may trim procedure and recovery times. The rooms 
open the door to novel transcatheter therapies, and help 
organizations support subspecialist surgeons and inter-
ventionalists. Given these pluses, it’s no surprise that the 
hybrid OR market is booming and is expected to see an 
average growth rate of 15 percent annually through 2016, 
according to Millennium Research Group. However, 
hybrid ORs represent a hefty investment and require 
meticulous planning.

Construction of a hybrid room is not for the faint-of-
heart, evidenced by price tags ranging from $3.5 million 
to $5 million, according to Ashley Ford, research consul-
tant for The Advisory Board, Technology Insights, in 
Washington, D.C. Some hybrid construction projects top 
the $5 million mark. St. Joseph Hospital (SJH) Heart and 
Vascular Center in Orange, Calif., opened its $5.5 million 
room in 2010 after a four-year planning process.

The jaw-dropping price tag is far from the only pain point 
associated with a hybrid suite. Success hinges on previously 
unseen levels of collaboration among an array of specialists 
in interventional radiology; cardiac, vascular and neurovas-
cular surgery and cardiac catheterization. Buried in among 
decisions about high-value imaging and display systems 
are mundane details, such as types of electrical outlets and 
equipment carts. However, the most significant challenge 
is not identifying, purchasing and installing equipment, 
says Renee Mazeroll, RN, MSN, Executive Director of the 
Heart and Vascular Center at SJH. The bigger question is, 
“How do you operationalize the room so that it is efficient 
[and profitable],” she says.

Many hybrid suites have not realized the high utilization 
they expected, with usage of the room peaking at a mere 
three to four times a week. In contrast, the hybrid suite 
at SJH is booked solid and averages 2.5 patients per day. 
The center’s hybrid volume is approximately two-thirds 
vascular and one-third cardiac procedures.

While utilization can be measured, other metrics are more 
complex. University of Virginia Health System (UVA) 
in Charlottesville, has not measured return on invest-
ment for its hybrid room, which opened in January 2011. 
“The room gives capacity for the program. It is not going 
to bring patients in by itself. It is a link in the chain of 
handling new directions in cardiac surgery,” says Scott 
Lim, MD, Co-Director the UVA Cardiac Valve Center.

Catholic Health in Buffalo, N.Y., applies a different spin 
to its pro forma. The health system launched a pair of 
hybrid ORs at Mercy Hospital in June 2011 and plans 
to open three more across its system by the end of 2012. 
“It made sense from an economic standpoint. We were at 
capacity and unable to accommodate all of the surgeons 
and interventionalists who wanted to work here. It’s easier 
to justify a multi-purpose room than a single-purpose 
room,” says John S. Sperrazza, CNMT, Vice President of 
Imaging Services at Catholic Health.

The hybrid OR at St. Joseph Hospital Heart and Vascular Center in Orange, 
Calif., was designed to accommodate cardiac, vascular, interventional and 
surgical procedures.

continued on page 6
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AVERAGE HYBRID OR INVESTMENT COST
Expense Line Item Estimated Cost
Angiography System 
(Single-plane, Base Model) $1,500,000

Demolition, 
Miscellaneous Construction $500,000

Cost for Space 1 $400,000

Heart/Lung Machine $250,000

HVAC $250,000

General Equipment 2 $200,000

Integrated Booms $175,000

Lead Shielding $100,000

Ceiling Reinforcement $75,000

Angiography Equipment/Software $50,000

Medical Gasses $50,000

Radiolucent Tables $50,000

Plumbing $10,000

Cabinets/Room Storage $7,500

Total Cost $3,617,500

1 – Assumes 800 square foot room, cost of $500 per square foot 
2 – Anesthesia equipment, lights, electrical units, etc.

Source: The Advisory Board, Technology Insights

The OR: Dissected
The hybrid OR includes a dizzying assortment of  
infrastructure, with the imaging equipment serving as  
the centerpiece.

At SJH, Mazeroll and colleagues aimed for a universal 
room to support maximum use. Six years ago, when the 
plan was conceived, Mazeroll estimated relatively weak 
demand for the suite. Initial interest stemmed from the 
need to support the pediatric and adult congenital heart 
program with percutaneous valves. However, volume 
was very low. At the same time, Mazeroll was working to 
expand vascular services. The hybrid presented the perfect 
environment to perform the true vascular hybrid proce-
dure. Again, potential volume was low.

“If we were going to justify the cost of the room, we had 
to position it for multiple purposes,” Mazeroll says. The 
final proposal incorporated a design that would support 
adult or pediatric, cardiac or vascular, interventional and/
or surgical patients.

The goal created a challenge as most existing x-ray imaging 
systems fell short of the multi-purpose bar. Congenital 
programs typically use bi-plane imaging systems, which are 
not ideal for vascular work and occupy space on either side 
of the patient, which is critical for open surgical options. 
With bi-plane imaging systems, one C-arm hangs from 
the ceiling, which creates a concurrent challenge: how to 
deliver proper airflow around the hardware to maintain 
OR infection control standards, says Gregory A. Wozneak, 
Administrative Director of Invasive Cardiology at UVA.

Traditional single-plane systems, which meet cath lab 
needs, often are too limited for transcatheter valve proce-
dures. Some single-plane systems that work off of an 
articulating arm offer capabilities for transcatheter valve, 
but bring a fairly large footprint that can get in the way 
otherwise, says Lim.

SJH opted for an imaging system that incorporates seven 
articulating joints, robotics and a software program used 
in conjunction with a rotational angiogram that creates 
3D-rendered images. “It has met 90 to 95 percent of our 
needs,” confirms Mazeroll.

Other sites take a focused approach. “You can’t be all 
things to all people. You need to focus on some primary 
goals, whether it’s transcatheter valve therapies or electro-
physiology,” says Lim. For this reason, UVA limited the 
number of stakeholders on the planning team, including 
only representatives from cardiology, anesthesia, cardiac 
surgery, radiology and technical support staff.

Although it may be wise to control the number of stake-
holders on the planning team, it is important to survey all 
of the subspecialty practices who will be working in the 
room about their needs, says Sperrazza. “Each specialty has 
unique nuances, and it’s best to address these up-front, in 
the planning phase.” Mercy Hospital had to retrofit one of 
its rooms with additional shielding and overhead lighting 
to accommodate electrophysiologists.

continued on page 7

Anatomy of a Hybrid Operating Room
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SJH took the assessment process one step further and 
created a cardboard mock-up in the hospital basement. 
Physicians, nurses and staff toured the room to better 
visualize the layout. With their input, the construction 
team fine-tuned details, such as counter length and 
workstation locations.

Some hospitals bypass the universal or focused approach 
decision by constructing more than one hybrid OR. 
Take for example Mercy Hospital, which opened a 
pair of hybrid rooms. One is equipped with a bi-plane 
imaging system and primarily handles neurosurgical and 
neurovascular procedures. The second, outfitted with a 
single-plane system, is used for interventional radiology, 
diagnostic and interventional cardiology and vascular and 
endovascular interventions.

Additional imaging infrastructure at Mercy includes 
portable ultrasound. However, the hospital plans to add 
intravascular ultrasound (IVUS) by mid-2012. The goal 

is to limit movable 
equipment and 
integrate as many 
systems as possible, 
including x-ray, 
hemodynamic 
monitoring equip-
ment and display 
systems, says 
Sperrazza. Initially, 
at a beefy 750 

to 1,000 square-feet, hybrid ORs seem large. However, 
factor in multiple imaging, clinical and display systems 
along with three to eight clinicians, and space becomes 
precious. “Be conscious of movable equipment, and try 
to get equipment off the floor and wires out of the way,” 
says Sperrazza.

The space VS. equipment dilemma is particularly 
confounding with respect to display systems. “It’s almost 
impossible to have too many displays,” says Lim. A 
surgeon might need it on the left side of the table, a 
cardiologist on the right, and an anesthesiologist or echo-
cardiologist may require visibility from the head of the 
table. Add in the variety of images and data—fluoroscopy, 
echo, hemodynamic monitoring—and the need for flexible 

capacity becomes clear. UVA placed 12 LCD monitors 
in its hybrid suite, learning a lesson about timing in the 
process. “By the time we were almost done, a number of 
companies had developed novel video solutions that would 
have been quite useful,” says Lim. His advice? “Try to 
anticipate the availability of near-future technology during 
the planning stage.”

Part of Mercy’s solution to the display dilemma is a 
55-inch system that can be partitioned multiple ways 
for viewing imaging and hemodynamic data. It’s boom-
mounted, so it can be moved as needed. SJH’s suite is 
outfitted with three boom-mounted display systems and 
two large flat-panel systems on the wall to present larger 
images and patient data.

Finishing details
The combination of limited space and multiple users  
in a hybrid OR creates supply constraints. Many sites turn 
to mobile carts, designating each cart for a specific end use, 
such as peripheral vascular procedures, and stocking the 
cart with the appropriate stents, balloons and wires.  
This model frees up space that would be reserved for 
supply cabinets.

SJH uses a radiofrequency identification (RFID) tagging 
system to track inventory. “It was a bit onerous to learn 
on the front-end,” admits Mazeroll, but it has streamlined 
processes. Each piece of high-dollar inventory is RFID-
tagged. When a user goes to the cabinet and inputs the 
desired equipment, such as a specific 15 mm stent, the 
system provides the exact location via cabinet number and 
shelf. It also facilitates both re-ordering and billing, as the 
technology is interfaced with the billing system.

Other details that can flummox a project are the seemingly 
mundane, such as the number and type of outlets, says 
Lim. The hybrid OR requires a minimum of 24 outlets 
compared with eight in a cardiac cath lab, according to 
“Making the Case for the Hybrid Operating Room,” a 
report compiled by The Advisory Board.

The people factor
“One of my best decisions was to advocate for a dedicated 
hybrid team,” says Mazeroll, who made the critical deci-
sion after hearing about technologists’ frustration with 

Try to anticipate the 
availability of near-future  

technology during  
the planning stage.”

Scott Lim, MD

“

continued on page 8

Anatomy of a Hybrid Operating Room



8 | Spring 2012 | Interventional Informer www.avir.org

Associate Representative Corner

Dana Bridges

Our recent annual meeting in San Francisco 
certainly lived up to the expectations of 
an AVIR event: very informative speakers, 

spectacular food, fabulous sights, and wonderful 
networking opportunities. Unless you’ve been to 
one of these meetings, it’s hard to appreciate the 
impact of meeting and interacting with people who 
share the same passion and enthusiasm for interven-
tional radiology. It’s enlightening to meet someone 
from the other side of the country who shares so 
many of the same headaches and highlights that are  
experienced right in one’s own backyard.

One the best (and extremely entertaining) sessions was 
the panel discussion that included Dr. John Aruny (an IR 
doc from Yale), Lora Cheek (an RN from the University 
of Maryland), David Silva (an RA), Mary Lou Cicero (an 
MSN, RN from VCU representing administrators), and 
Michael Tom (a technologist from LA).

Although all of the panel members were from different 
hospitals, their comments, including praises and frustra-
tions, really resonated with the techs in the audience. The 
common experiences that every IR department encounters 

really creates a foundation of common ground with  
technologists across the country. It’s nice to know there 
are resources to find out “How do you deal with (insert 
issue here)” or “What do you do in this situation?” Several 
people have created long-lasting friendships and comra-
derie after meeting at one of these conferences.

Networking opportunities are just some of the big advan-
tages of getting your CE’s by attending an AVIR annual 
meeting. Start making your plans now so you won’t miss 
out next year.

See you in N’awlins April 13—17, 2013!

their lack of expertise with the imaging equipment. Highly 
trained technologists adept with advanced systems and 
capable of performing advanced techniques, such as 3D 
image manipulation and multi-modality image fusion, are 
essential, adds Sperrazza.

Mazeroll insisted on 
training for all physi-
cians who wanted to use 
the room and covered 
everything from sched-
uling to equipment use. 
“Small details can have a 

large impact.” After a mock case, one of the perfusionists, 
who happened to be petite, realized she would need a stool 
to reach her equipment on the boom.

An auxiliary benefit of the room, says Mazeroll, is that it 
has helped foster collaboration among specialists and erode 
existing silos. Early in the process, SJH insisted that its 
hybrid suite did not belong to any single person or depart-
ment, but instead was available to credentialed and hybrid 
OR-trained physicians.

The formula for success in the hybrid OR is complex 
and specific to each institution. However, the inputs are 
constant, comprising imaging and display technology, 
lighting, carts and staffing resources. Thorough planning 
and goal-setting, coupled with painstaking attention to 
detail throughout the process, can go a long way toward 
setting the stage for success.

Anatomy of a Hybrid Operating Room

Small details can 
have a large impact.”

Renee Mazeroll, RN, MSN

“

Panel Discussion with Dr. John Aruny; Lora Cheek, RN, David Silva, RA;  
Mary Lou Cicero, MSN, RN; and Michael Tom.
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The CardioPulse Electronic White Board 
(International Business Solutions, Winston-
Salem, NC) is a web-based electronic procedure 

room scheduling system. The EWB is a stand-alone 
network-based system with import capabilities for patient 
demographics (HL7) and off site data storage. It was 
designed specifically to mimic and replace a hospital’s 
interventional radiology lab white board or index card 
system. By enabling rapid communication of patient and 
room status to all members of the IR team, this technology 
improves workflow and patient care. The technology 
incorporates the use of touch screen monitors and any 
computer based on the number of licenses purchased. The 
system is also able to communicate with tablets and smart 
phones. By utilizing these modalities, the EWB helps orga-
nize clinical staff, improve communication, and promote 
peak room utilization.

The EWB was introduced to the IR department at Albany 
Medical Center in February 2011. Prior to its introduction, 
the department utilized a typical magnetic white board with 
each procedure room given its own column on the board 
and each patient represented by an index card attached 
magnetically to the board. All pertinent information 
regarding the patient was placed directly on the card. If the 
patient’s procedure was moved to a different room, the card 
was moved to a different column. Once the procedure was 
completed, the card was removed and disposed. The goal 
of this change was to improve communication and patient 
flow through all points in our system. With the use of a 
color-coded system, any person looking at the board and 
any monitor within our department knows the status of any 
patient scheduled for a procedure. All pertinent information 
relating to a patient’s procedure can be entered within 

Increased Efficiency with an Electronic Room Scheduling 
System in Interventional Radiology: An Educational Exhibit

Stephen Stutzman, MD; Stacey Langford, MD; Allen M. Herr, MD; Lawrence Keating, MD; 
Meridith Englander, MD; Kenneth Mandato, MD; Heather Fairchild, RT; Izzy Ramaswamy, RT; 
Gary P. Siskin, MD – Albany Medical Center, Albany, New York

continued on page 10
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that individual patient record and retrieved by clicking on 
that patient’s “card” on the schedule. Because this system so 
closely mimicked the traditional white board system, accep-
tance was quick within our department and within 2 weeks, 
all involved staff were facile with the system.

Nursing
The Electronic White Board 
has enabled improved 
communication between 
the pre-procedure intake 
area and the procedure 
suite. The nursing staff is 
one of the cornerstones of 
the entire operation of the 
angiography suites. Patients 

enter our system through an intake area and are seen there 
by a member of the nursing staff and the IR team. If delays 
are encountered, those need to be communicated to the 
procedure suite so that another patient can be moved into 
the procedure room designated for that particular patient. 
If the patient moves through the pre-procedure assessment 

appropriately, then that also needs to be communicated to 
the procedure suite so that the room is prepared for that 
patient’s procedure.

One advantage of this new system is the ability to make 
immediate status updates for each patient on the day’s 
schedule. This has led to a reduction in phone calls 
between the intake area and the procedure suite to discuss 
status updates, which diverts attention away from patient 
care. By enabling easy access into the procedure record for 
each patient, the EWB enables immediate status updates 
that can be seen by all members of the IR team. In addi-
tion, the ability to constantly update the system, reflecting 
ongoing and completed procedures, makes it possible for 
nurses in the intake area to keep patients updated as to the 
probable start time of their procedure and families updated 
regarding the status and expected return of their relative 
undergoing a procedure. This can be invaluable in the 
unfortunate circumstance of markedly delayed cases.

Another advantage of this system is the ability of nurses 
in the pre-procedure/recovery room area to view the day’s 
workload (completed, ongoing, and pending) in real time, 
which enables them to easily rearrange staffing or duties 
based on patient load and assignment changes.

Schedulers
Effective workflow in any department, including an IR 
department, starts and stops with the scheduling process. 
With the Electronic White Board in place, our scheduling 
process has improved in many ways. Each scheduler has 
access to the system on their computer and they work 

directly through 
that system for 
all procedure 
scheduling. With 
a graphical repre-
sentation of any 
day’s schedule, 
procedure overlap 
is now minimized. 
The actual process 
of scheduling has 

decreased since this system integrates well with the hospital 
information system and several fields within the patient 
entry system self-populate with only a few keystrokes. 
Previously, hand-written cards were prepared for each 
patient, which was time consuming.

continued on page 11

Increased Efficiency...
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At the other end of the system, changes in the schedule 
are immediately seen on any monitor. This enables add-on 
patients to be assessed efficiently and allows for appropriate 
changes in staffing and a better understanding of the work 
that needs to be completed on any given day. Given the 
fact that our IR department is multidisciplinary, this system 
enables a rapid understanding of the workload for each 
specialty service given room constraints. Finally, the system 
enables us to identify cases that require unique inventory prior 
to the patient’s arrival at the hospital for their procedure.

The system also helps our back office personnel by distin-
guishing between the completion of a procedure and the 
completion of all paperwork associated with the proce-
dure. The technologist in our system is responsible for 
making sure that all billing and notes for the procedure 
have been completed and then indicating that this is the 
case by again changing the status for each patient. This in 
turn allows our secretaries and billing personnel to be able 
to track paperwork through the system.

Technologists
The ability for ongoing and active monitoring of the 
daily schedule from any monitor within the IR depart-
ment has increased the efficiency of our technologists 
(which subsequently increases the efficiency of the entire 
section). By viewing the color-coded “cards” on the 

Electronic White Board, the technolo-
gists are able to rapidly assess the status 
of every patient scheduled to have a 
procedure performed in their assigned 
room. They can know when the 
patient has arrived in the intake area, 
when the patient is consented and 
“ready” for the procedure, when and 
why a patient is delayed, and exactly 
what procedure is being done in their 
room so that appropriate inventory 
can be gathered prior to the procedure.

By making this information easily available, technolo-
gists can prepare procedure trays and paperwork and can 
provide notification regarding patient status to the physi-
cian who will be performing the procedure. The amount of 
information provided by clicking or touching the patient’s 
“card” allows the technologist to confirm the identity of 
the patient, the referring physician, and the procedure to 
be performed. Special instructions regarding each patient 

are also included in the patient record and available to all 
members of the team. Prior to the incorporation of the 
EWB into our daily operation, technologists would have 
to log onto a computer, sign on, enter a patient’s name and 
medical record number, and navigate the electronic medical 
record or paper chart. All of this information can now be 
obtained through this electronic system.

In our department, one of the technologists is given the 
responsibility of patient flow through the department on 
a daily basis. They are located immediately in front of the 
largest monitor that is part of the EWB system so they have 
easy access to all of its features. This system has made it 
possible to easily reassign patients into different procedure 
rooms based on patient needs, patient arrival, inherent 
delays in normal workflow, and room availability. The tech-
nologist uses this system to notify staff when patients have 
arrived in the department, when transportation has been 
called for an inpatient, and when patients are ready for their 
procedure. By having all of this information filtered through 
one individual who then inputs it directly into the electronic 
system, communication and efficiency have been improved.

Physicians
From the perspective of the physicians and nurse practitio-
ners, the benefits that have been previously described for 
nurses and technologists apply to them as well. It is always 
helpful for our providers to understand the daily workload 
and to know when their services in the procedure room 
are going to be needed. Any system that more accurately 
provides that information on a real-time basis is going to 
be helpful to physicians and nurse practitioners that have 
responsibilities both within and outside of the procedure 
suites. The ability for this system to notify providers when 
their patients are in the room is beneficial as well and obvi-
ates the need for anyone to be paged or called directly.

The Electronic White Board can also be used as part of a 
quality improvement system within IR. Volume reports are 
easy to generate, which can translate into a simple way to 
evaluate physician productivity. There are several customiz-
able fields within the database underlying this system. In our 
own department, we keep track of procedure start  
times, turnaround times, and fluoroscopy times through this 
system and have the ability to generate reports to assist  
with our quality reporting initiatives. Cancelled cases can 
be separately listed and this system provides us with the 
ability to document why cases were cancelled and who was 

Increased Efficiency...

Technologists 
are given the 
responsibility  

of patient flow  
through the 

department on  
a daily basis

continued on page 12
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The C.A.R.E. Act

www.change.org/petitions/congress-pass-the-care-bill-hr-2104

Team Training in IR

Rob Sheridan

Why This Is Important
This bill, when passed, will make it mandatory for ALL 
states to require anyone in the Medical Imaging and 
Radiation Therapy profession to be properly licensed, 
and have the proper training. At this time there are six 
that have NO type of licensing laws for our profession. 
Those states are: Alabama ,Alaska, District of Columbia, 
Idaho, Missouri, North Carolina and South Dakota. 
These states can hire anyone off the street and give them 
a week’s training to do what normally takes between 2-4 
years and many, many hours of training, understanding 
anatomy, physiology. Do you want someone taking your 
x-ray that really has no idea what they are doing? It is sad, 
but hairdressers are better regulated in most states than 

the Medical Imaging profession ! You need to contact 
your congressman/congresswomen and tell them to please 
support and co-sponsor the CARE Bill, H.R. 2014 and 
get it passed this year!! This bill has been around for many 
years, and we can’t seem to get it through congress. Do 
your part. This is a matter of patient safety!!!

This excerpt above from Change.org sums up the bill 
very concisely. The AVIR supports this effort and urges 
members and non-members alike to contact your congres-
sional representative to support this act. Opponents believe 
this act will eliminate jobs. It would prohibit federal 
health care programs from paying for medical imaging and 
radiation therapy services unless they are provided by indi-
viduals who meet the minimum qualifications.

 Medical errors and direct patient harm 
continue to tally within healthcare in 
2012. In an effort to mitigate these unin-
tended errors, healthcare leaders have 
turned to other industries for insight 
in high risk areas such as the aviation 
industry and their practice of Crew 

Resource Management or CRM. Data has begun to amass 
demonstrating the positive impact of adopting such prac-
tices in healthcare. As IR teams begin to receive formal 
training in CRM practices, near miss errors and sentinel 
events are sure to see a decline in numbers.

Interventional Radiology is a complex practice with a host 
of highly trained content experts coming together to treat 
patients with image guided techniques. What’s incredible 
to me is that we are all trained in our educational tracks 
and expected to show up one day and immediately have 
perfect synergy while delivering care for our patients. With 
the vast amount of imaging options and seemingly endless 
amounts med-surg products available, it not surprising 
this high-risk specialty has began to look to programatic 
approaches to establish teamwork that transcends the 
traditional hierarchy within the procedure suites in an 
effort to create safer environments.

continued on page 13

responsible for making that decision—information which can often times be helpful in 
the future. While data specific to an individual practice can be entered into each indi-
vidual patient’s record, this is a manual process at this time and can serve to diminish 
some of the efficiency gains realized with this system. However, knowing that this data 
is in one place and easily retrievable in the context of this scheduling system has made it 
easy to move forward with a system to improve the quality of the service that we offer.

Increased Efficiency...

The Electronic White Board 
can also be used as part 
of a quality improvement 

system within IR

http://www.change.org/petitions/congress-pass-the-care-bill-hr-2104
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The Case for a Team Program
Turns out that communication problems are the leading 
cause of unintended medical harm according to the JC. Of 
the 2,445 sentinel events reviewed, in 70% of the cases, 
communication was the root cause of the failures. Effective 
communications, teamwork and certain behaviors of a an 
effective team program aim to aide in creating an arena 
of physiological safety, where every member of the team 
feels empowered to speak up, asking for clarity or asser-
tion in pointing out potential opportunity for error in the 
procedural suites. In many case this can be a huge para-
digm shift from the traditional hierarchy in an OR or IR 
suite and an important program for any procedural area 
including IR. CRM utilizes check-lists and observations to 
create a level of consistency with safety preparations while 
setting the stage for enhanced communication.

Team Training in IR
Undoubtably, if you work in healthcare you have likely 
heard of The Checklist Manifesto: How To Get Things 
Right, a book which was featured in a special report about 
improving medical errors on the national evening news. If 
not, surely Universal Protocol rings familiar, a checklist of 
shorts that in an ideal state pulls the clinical team together 
to pause, review and validate things prior to the procedure 
such as: correct patient, correct site and correct procedure. 
These of course are similar to CRM practices but not 
as formalized, and staff generally receives limited to no 
training like the aviation workforce. So how do you deploy 
a “team program” in IR?

One approach is to have 
a half-day training session 
where as many of the 
different workforces as 
possible in IR come together 

for a didactic training session moderated by a content 
expert. The day begins with examples of errors from the 
aviation industry, followed by healthcare examples which 
creates a burning platform or call to action for the audi-
ence. From there, team experts begin to teach a collection of 
expected behaviors that will help mitigate errors. Behaviors 
taught include: closed loop communication, often know as 
read back; briefing and de-briefing practices, assertion and 
situation background assessment and recommendation or 
SBAR. Closed loop is generally the fasted adoption as it is 
fairly germane to what we do everyday when we read-back 

labels and perhaps medication doses to providers. Briefing 
is separate and distinct from the hard stop U.P. with an 
impetus to review elements to success such as: having the 
correct care plan, equipment and staff to perform the proce-
dure. De-briefing occurs at the end of the procedure with 
the objective to discuss opportunities for improvements, 
what could we have done better conversations. SBAR is 
ideally utilized when transferring complex information 
critical to a situation such as a difficult patient transfer from 
an ICU. So how do you measure the affects of the training 
and overall program?

Selecting a group of trained and calibrated observers is 
critical to measure progress. Systematic review of near 
misses and serious events may be correlated to the program 
as well. Observers are trained to utilize an observation data 
collection tool that is scored real-time while staff is caring 
for patients. The data is collected and put into run charts 
to measure progress and review with physician and clinical 
leadership quarterly. These observers are also regularly 
calibrated through video and case examples to observe 
behaviors and ensure accuracy while looking for behaviors 
and practices of the program. Finally, and annual survey 
sent to the entire staff measuring perception of the safety 
and team work of the environment is deployed with a 
comprehensive data review with content experts.

Team training programs are designed to put a reliable 
environment in place where practices and behaviors are 
consistent and predictable, fostering collaborations across 
role groups that ultimately enhance the patient experience 
and expected outcomes. Executive support from top to 
bottom including physician leadership are hallmarks of a 
successful program. A robust training and rigorous pursuit 
with sustainment plans helps ensure an effective program, 
but staff buy-in to a team program is critical! While many 
may see these programs as formalizing common sense, I 
would contend that the human factor often usurps that 
notion. To err is human and we are all human, so be open 
minded and take a hard look at team programs as they 
will help mitigate near misses and medical errors an effort 
we all signed up for when we entered the medical field. 
MGH IR has extensive experience with a team program, 
publishing and speaking on the topic are passions of ours. 
So please feel free to contact us and learn more about our 
experience with this important program!

So how do you deploy a 
“team program” in IR?

Team Training in IR...
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We have been Developing New Chapters!

Jeff Kins, RT(R)(VI) 

On behalf of the AVIR Board of 
Directors, I would officially like to 
welcome FIVE new chapters into the 
AVIR! These new chapters are currently 
being formed in Boston, Philadelphia, 
Boise, New York City, and Miami!

Three of these chapters are being organized by three of 
our newest Board members. Rob Sheridan (Secretary/
Treasurer) at the Boston chapter, Andrew Amorossa 
(Program Chair) in NYC chapter, and Izzy Ramaswamy 
(Vice President and newest AVIR Fellow–WAY TO GO 
IZZY!) will be leading the new Miami Chapter.

SE Wisconsin held their annual Spring Conference in 
Milwaukee on Saturday May 12. This event was free to 
AVIR members, and offered 8 A+ CEs in topics as diverse 
as Coding and Reimbursement, CT Guided Ablation, 
PAD and Radiation Safety.

In other chapter activities, October looks to be a busy 
month for AVIR chapters with the North Carolina AVIR 
holding their annual conference on October 20. Other CE 
activities have been offered at Carolina Medical. Visit the 
NC AVIR Chapter page on the new website for updates. 
Carolina Medical in association with Carolina Radiology 
Associates has been conducting periodic conferences 
offering up to 6 CE credits. For more information on these 
type activities, look for notices in the AVIR website, the 
NC AVIR blog, or in the social media links.

The Virginia AVIR will be holding their Annual 
Symposium at the Great Wolf Lodge in Williamsburg, VA 
on October 27. Check out the VA AVIR chapter section 
on the new website and subscribe to the group blog for 
further information.

These are two of our more active chapters and always put 
on a great and informative program.

Darlene Crockett from our Northern California Chapter 
was at the Annual Conference in San Francisco this 
year and has announced the plan for an annual meeting 

up coming here in the Fall. Please reach out to her and 
support this exciting educational opportunity coming up. 
Contact is listed below.

The New York City Chapter is officially formed, the  
technologist group from Memorial Sloan Kettering, led  
by Andrew Amorossa (amorosso43@gmail.com) and 
Rennie Mohabir (mohabirh@mskcc.org). Our Andrew 
Amorossa, new appointed Program Chair, after working 
hard to get this chapter up and running is decided he 
needed to get married also. A big Congratulations goes  
out to Mr. & Mrs. Amorossa.

Keeping an eye on the NEW website for upcoming meet-
ings and CE opportunities couldn’t be any easier. For 
information on individual chapters from the main page, 
just roll your mouse over Group, then Chapters. This will 
bring you to a list of Chapters that have set up their own 
web pages. Simply select your local chapter to see what is 
happening in your area.

If you would like to get your own chapter page listed, or if 
you don’t see any nearby chapters and would be interested 
in starting one, let me know. I would be happy to help in 
any way that I can. I can be reached at jdkins@gmail.com.

Thanks everyone, and have a great summer!

Jeff Kins, RT(R)(VI) 
AVIR Director at Large

Chapter Happenings

AVIR Board and fellow members on a Road Trip Sponsored by SurgiPro

mailto:amorosso43@gmail.com
mailto:mohabirh@mskcc.org
mailto:jdkins@gmail.com
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Boston, MA 
Robert Sheridan, RT(R) 
robsheridanavir@gmail.com

Philadelphia, PA 
Maria Niblock, RT(R), BS 
mmflyers@comcast.net

Boise, ID 
Terry Newsom, RT(R) 
Xrayhunter @cableone.net

New York City 
Andrew Amorossa, RT(R)(CV) 
amorossa@mskcc.org

South Florida 
Izzy Ramaswamy, MS, RT(R), FAVIR 
izzyrt@hotmail.com

North Carolina AVIR 
Diane Koenigshofer, MPH, BSRT 
(R)(CV), FAVIR 
dianek@nc.rr.com

Orange County California AVIR 
(OCAVIR) 
Brett Thiebolt, RT(R) 
thieboltbh@stjoe.org

North California Chapter 
Darlene Crockett, RT(R)(CV) 
maildarlene@juno.com

Los Angeles Chapter 
Jeane Rhoten, RT(R)(CV) 
jrslife@aol.com

Seattle AVIR 
Leona Benson, RT(R)(CV) FAVIR 
seattleavir@hotmail.com

Lone Star State Chapter 
Alan Seeley, RT(R)(VI) 
aseeley@petersonrmc.com 
aseeley61@windstream.net

North Texas AVIR 
Sven Phillips, BS, RT(R)(VI)
Sven427@yahoo.com

SE Wisconsin Chapter 
Julie Malkowski, RT(R)(CV) 
Julie.maldowski@aurora.org

Baltimore Chapter 
Sharon Misler, RT(R)(CV) FAVIR 
angiosm@aol

Virginia Chapter / VA AVIR 
Rita Howard, RT(R)(CV) 
Rhoward709@aol.com 
Christopher Shaver RT(R) 
christophershaver@msn.com

New York Capital AVIR 
Kevin Berry, RT(R) 
kbxray@yahoo.com

Chapter Contacts

NE Connecticut AVIR 
Meredith Gaiter-Brown, BSN, RT(R)
(CV)(MR)(M) 
mrcvm@aol.com

Buckeye State Chapter (Ohio) 
Jamie Hiott, RT(R)(CV)(M)(CT)
(VI) 
jshiott@gmail.com

South Carolina / SC AVIR 
John Furtek, RT(R) 
jfurtek@comcast.net 
www.scavir.org

Metro Atlanta Chapter 
Thomas Staton, RT(R)(CV) 
tlstanton@bellsouth.net

Great Lakes Chapter (Michigan) 
Michelle Denomme 
denomme@beaumonthospitals.com

Rocky Mountain Chapter 
Erik Stein, RT(R) 
ekdstein@yahoo.com 
diane.mudd@uhcolorado.edu

mailto:robsheridanavir@gmail.com
mailto:mmflyers@comcast.net
mailto:izzyrt@hotmail.com
mailto:dianek@nc.rr.com
mailto:thieboltbh@stjoe.org
mailto:maildarlene@juno.com
mailto:jrslife@aol.com
mailto:seattleavir@hotmail.com
mailto:aseeley@petersonrmc.com
mailto:aseeley61@windstream.net
mailto:Sven427@yahoo.com
mailto:Julie.maldowski@aurora.org
mailto:Rhoward709@aol.com
mailto:christophershaver@msn.com
mailto:kbxray@yahoo.com
mailto:mrcvm@aol.com
mailto:jshiott@gmail.com
mailto:jfurtek@comcast.net
http://www.scavir.org
mailto:denomme@beaumonthospitals.com
mailto:ekdstein@yahoo.com
mailto:diane.mudd@uhcolorado.edu
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Complacency is the Enemy

Melissa Post, MBA, CRA, RT(MR)(CV)(CT), FAVIR 

One thing about having been the 
President of the AVIR, you kind of 
know what’s going on. Well, at least 
more so than when I started!

My role this next year as Past President 
is to keep others informed and be a 
liaison for the board. This will be an 

exciting role as we get moving in tandem with our ARIN 
partners, SIR colleagues and vendor supporters.

After reading all the comments from our annual meeting 
in San Francisco, we received great feedback on ways to 
improve on an already awesome meeting.

Besides keeping the quality and appropriateness of topics, 
we are going to take your suggestion and try to combine/ 
streamline the 3 conferences thus providing additional 
tech credits for more venues.

This May, a couple of us will be traveling to New Orleans 
and approach this topic head on. As some of you know, 
ARIN provides Nurses with credits and AVIR provides 
Techs and Radiology Assistants with A + Credits, however 
it appears each conference has great speakers which deem 
to be accredited for both nurse and tech credits—we just 
need to come up with a format to entertain everyone’s 
needs. To me, this sounds like working smart—not hard. 
We should be able to meet this request. I will let you know 
how it goes.

Other comments from our meeting range from the 
awesomeness of the CIT review (thanks Deb!) and the 
desire to have a more hands- on approach to new prod-
ucts, maybe add workshops, additional but shorter lectures 
or possibly live cases. All of these are great suggestions and 
provide opportunity to network with SIR and ARIN so 
we will see what we can do. One comment, which I loved, 

was to have an area demonstrating posters or ways and 
ideas other techs/sites are doing things. This sounds like 
an awesome educational and networking opportunity. Are 
you interested?? We would love to have your involvement 
in next years meeting --a poster is a great way to start!

Besides posters, we have a Members Committee which 
provides the AVIR with themes and ideas for speakers not 
to mention new thoughts and ideas on how to improve 
our association. From this past meeting we received 
requests to join the Member Committee from:

David Baires, Anne Oteham, Ashely Hester, Anastasia 
Peckeral, Karen Finnegan, John Mancera, Carol Risley, 
Ed Clunies-Ross, Kelly Kincaid, Sultan Albugami, Sean 
Keating, Lacey Woolery, Cristy Daniels, Leann Osadchuk, 
Afif Aoun, Maryann Wilson, and Nick Adams.

And these folks join our Current Member Committee:

Marilou Cicero, Crystal Brihahn, Heidi Apfel, Anita Bell, 
Schlena Dowell-Jones, Julie Malkowski, David Nicholson, 
Jaime Hiott, Loius Cassar, Jeane Rhoten, Heeralall Hohabir, 
Shay Bevard, Patti Payne, Jodi Hinckley, Darlene Crockett, 
Jaime Nodolf and Lora Cheek.

All these folks are dear friends, I am so proud of everyone’s 
commitment and involvement.

I hope you are catching the vibe I am sending. I want you, 
our dear AVIR Member, to feel like we are here for you. 
AVIR is supposed to bring value to your career. To quote 
an evaluation comment: “Complacency is the Enemy! “

Take charge of your association, tell us what you want. I 
will see about getting exactly what you are asking for. That 
is what a liaison is supposed to do.

Words from Our Immediate Past President
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An Obvious Solution to an Age Old Problem– 
The Electronic White Board

Izzy Ramaswamy, RT

Anecdotally, I remember having a site 
visit by executives from a nearby Ivy 
League medical facility. Upon arrival I 
welcomed and walked them through the 
IR suites to their destination. We passed 
by our white board which in a privacy 
compliant manner displayed our daily 
work flow. I distinctly remember that one 

of the visitors chuckled and whispered to her colleague and 
I over heard her say “I can’t believe they still use a white 
board here”. I also remember thinking to myself that I was 
quite certain that our system was probably much more 

efficient than what-
ever over-priced buggy 
system they were using 
at that time. But we 
moved on.

As manager of a very 
busy IR department 
with six procedure 
rooms and three physi-
cians groups performing 

more than six thousand procedures annually, it was 
obvious to me that using a standard white board to 
manage the daily work flow seemed archaic but frankly it 
worked pretty well. I’m sure many similar IR systems are 
singing the same song. The primary deficit, as most of you 
probably know, is the inability for key people living in 
nearby areas or departments to either interact with or visu-
alize the minute by minute changes to daily workflow. We 
did look for electronic solutions for this over the years, but 
most were either cost prohibitive, redundant in too many 
ways, or just an IT nightmare regarding integrations with 
existing systems. So we continued to use our reasonably 
efficient grease board and considered temporary solutions 
like possibly putting a video camera on it so others could 
“see” what was going on live. That actually never happened 
but it was a thought.

I randomly came upon the Cardio-Pulse system up in 
the cathlab where they had successfully implemented 
their CVIS system primarily for its database functions. I 
liked what I saw in regards to their workflow screen and 
contacted the company right away to request information 
about it. I was curious mostly if they would be willing 
to provide me with just the “electronic whiteboard” 
component. To my surprise that was fine with them. 
We also discussed customization and implementation. 
Within a year, I was approved to purchase the system. The 
capital request process was simple because there wasn’t 
any real capital expense. In the “under 50k” category” 
we purchased a large touchscreen display for the control 
area, some PC’s, and a service contract which included 
the training and install fee. We considered a “magicboard” 
but our fear was that the projector light bulb would burn 
out routinely at inopportune moments in accordance with 
Murphy’s Law. The system is driven by licenses which were 
a revolving operating expense that were budgeted into 
the following year. We justified the cost with efficiency 
and process improvement possibilities; primarily reducing 
delays, increasing patient satisfaction, and the potential for 
decreased staff frustrations which helped to convince the 
leadership to consider this option since these are measur-
able benchmarks seen on routine productivity dashboards.

          continued on page 18
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This system has many immediate advantages; the first is 
that it is a web-based system that lives off-campus, thus 
not affected by local disasters and power-outs. A simple 
reboot restores the system to its most recent form. It is  
also a standalone system and does not nor need to inte-
grate with any existing RIS, HIS, or PACS. It can live 
on its own on any hospital PC and does not require 
proprietary hardware on site. You may want a large LCD 
touchscreen in your control area but aside from that, it 
can be seen from any location you choose, just requires 
approved access on any network based PC, thin client 
(WOW), or even your physicians tablet or PDA. But the 
best advantage is the data collection capabilities of each 
customizable time stamp. With this you can track any vari-
ances necessary on the dashboard and report them weekly, 
monthly, quarterly, or as needed at your quality meetings.

In our workplace, we 
decided to distribute 
the licenses in the form 
of location rather than 
user. The only actual 
users that received their 
own license were the 
admin folks. The loca-
tions were the control 
area, scheduling, and 
pre-post care area. 
Workflow was simple, 

when the schedulers enter the preliminary patient infor-
mation, i.e. medical record number, an HL7 link allows 
it to import the rest of the demographics from the facility 
database via a query/retrieve process so much time is 
saved right from the start. The schedule is set and capable 

to be seen by the physicians and practices as needed 
(view-only access is available when appropriate). Each 
day, the patient is primarily time stamped for; arrival, 
registered, prepped, ready, in procedure, and complete. 
Additional time stamps for efficiency tracking that is 
unique to each facility can be added and edited.

After a short planning phase to design and customize our 
resources within the system we implemented the elec-
tronic whiteboard almost overnight. Within a few weeks, 
the greasy white board was phased out and the electronic 
white board was in and the most critical of my staff 
commented that it felt like this system had been here for 
years. I took that as a great personal achievement but more 
so, it was a testament to the system and to the expert assis-
tance we received from the Cardio Pulse technicians. They 
were knowledgeable and effectively catered to our needs 
both on-site and on-line. In a world where transitions like 
this can end in disasters or be ineffective and discarded, 

it was comforting to 
see the implementation 
go so smoothly and for 
the system to deliver as 

continued on page 19

An Obvious Solution to an Age Old Problem...
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promised; a simple and effective solution for one of IR’s 
oldest problems, the grease board and its obvious limi-
tations. From a workflow standpoint; the scheduling 
office, the pre and post areas, the procedure areas, and the 
family waiting area(s) are all able to view status changes 
and updates real time. This information assists in service 
recovery for delays, managing the add-on schedule, 
and frustrations from family members in the waiting 
area. Logistically, this system reduced the interdepart-
mental phone calls significantly but more importantly, 
it eliminated the effects of the inverse; the number of 
communications that should have been made in regards 

to status changes, cancellations, add-ons, delays, etc… 
might be hard to measure but as we all know and hear 
routinely at staff meetings, there just isn’t enough of it. 
This particular system is designed and sold by a company 
called Cardio Pulse and the product is referred to as their 
Electronic White Board. I have no financial ties to Cardio-
Pulse but do advocate for their product as it significantly 
altered the workflow limitations at our facility and in 
many ways expanded the productivity. If you are interested 
in any information they may be contacted directly through 
their website. www.cardiopulse.net

New Board Adds Some Spice

Melissa Post, MBA, CRA, RT(MR)(CV)(CT), FAVIR 

I love coffee—almost as much as I love wine.

Recently, I took some instant espresso and 
sea salt and added it to the double boiler 
loaded with chocolate chips. It’s amazing 
how just adding a little flavor to an 
already known good substance can open a 
new appreciation for something else.

This year, my excitement for the AVIR doesn’t stem from 
the fact that I am no longer the President; well most of 
it anyway comes from our latest additions to the board. 
Adding new leaders within our profession to lead our asso-
ciation is like adding spice--a delicious flavor to an already 
great dish.

Andrew, Izzy and Rob are our new spices to the AVIR. 
Each one of them represents a well known, highly regarded 
institution within our profession and each one of them has 
awesome ideas and beliefs that will continue to broaden 
our profession and provide depth to our association.

Did I say I was excited? I am way excited.

I will continue to keep you abreast of all the latest 
thoughts and endeavors this board is cooking up.  
We are planning on a delicious 2013 annual meeting.

 

This article is to get each one of you in the kitchen and 
invested in our association.

Think of ways to broaden your scope of knowledge.

Just being a part of the 
Member’s committee may 
provide depth to your 
knowledge, or maybe 
lending a hand at the 
annual meeting in New 
Orleans (talk about flavor!) 
will tempt you to throw 
your hat in the ring and 
run for a board position. 
Either way, think about it. 
I promise it’s worth trying.

Taking applications for 
nominees of the 2013–14  
positions of:

– Vice President
– Director at Large
– Treasurer
– Program Director

The application may be found our newly created website: 
AVIR.ORG under the Board Resources.

An Obvious Solution to an Age Old Problem...

http://www.cardiopulse.net
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A Walk Through the Exhibit Hall of SIR 2012: What’s New in IR?

Andrew S. Amorosso, RT(R)

San Francisco is just about as 
beautiful as it any city can be 
no matter what time of year 

and what the occasion. However, as 
an IR technologist, San Francisco can 
be particularly beautiful when it is 
showcasing all the new advances in 
Interventional Radiology over the past 
year. As I walked through the exhibition 

hall this year, I had to stop frequently to keep my head from 
spinning clear off my shoulders- there were just so many 
new products that really caught my eye, really exciting stuff!

One of the first (and biggest) booths to catch my eye was 
our friends from Covidien. There was something about 
the energy of the Covidien booth that just drew me right 
in, kind of like a tractor beam on a space ship- if you 
know what I mean. After introducing myself and asking 
what’s new? I was given a thorough overview of a few 
of Covidien’s newest additions to the IR market. The 
first product we looked at was the new Trellis Peripheral 
Infusion System. It is the only Pharmacomechanical device 
with proximal and distal isolation of thrombus for targeted 
lytic dispersion in the treatment of DVT. The way the 
Trellis works is the catheter is delivered over a guidewire 
through the thrombus and proximal and distal balloons are 
inflated- isolating the thrombus. The thrombolytic drug 
is delivered and the thrombus is dissolved and potentially 
aspirated. The results that I was shown from treatment 
with the Trellis device were just eye opening! Go Covidien! 
 

The other product that the people at 
Covidien were very proud of was the 
Everflex Self-Expanding Stent. I have 
included a picture and a brief description 
from Covidien. This Stent has recently 
been approved by the FDA for SFA 
lesions, and is sure to help our patients 
tremendously. The EverFlex stent, which 
is deliverable through a 6 F catheter, offers 
superior durability, strength, and precise 
placement. The spiral-cell connection and 

peak-to-peak connection nodes are designed to disperse 
force uniformly, while the three-wave peak design resists 
compression and provides excellent wall apposition

EverFlex also has a flexible stent design that improves frac-
ture resistance and restores vessel patency. It is fascinating 
from my view as a technologist to be able to have a strong 
200mm length stent to use in those very large SFA lesions 
that used to require multiple stents. Another big score for 
our friends at Covidien!

Wouldn’t you know as I walked away from the Covidien 
booth I was immediately drawn in to our friends at 
Siemens? The Siemens booth was buzzing with people and 
they were more than happy to welcome me and talk about 
what’s new on the market for Siemens. The display area 
of the booth was monopolized by a fully functional and 
absolutely beautiful Zeego unit. This display was enough 
to make go back to my hospital and ask if we could inves-
tigate the possibility of getting one. Here are a few really 
solid points about the Zeego: As part of the Artis Zee family 
of interventional imaging systems, Artis Zeego is the first 
multi-axis system that can be positioned the way you want. 
 
What‘s more, it can be controlled with far greater ease 
and precision than a traditional floor- or ceiling-mounted 
system. Artis Zeego gives you greater positioning flexibility 
and broader coverage, including large volume cross-sectional 
images up to 45 cm (17.7“) in diameter. Its height can be 
adjusted for individual operator preferences, reducing the 
fatigue associated with long procedures. With its compact 
park positions, it is also ideally suited for hybrid rooms, 

continued on page 21

200 mm EverFlex Self-Expanding Peripheral Stent
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giving clinical team’s excellent patient access. This really 
is, in my opinion, one of the cutting edge IR suites of the 
future and I left the Siemens booth feeling really excited 
to be part of the growing world of IR and all the advances 
being made in every area of what we do. After leaving the 
Siemens booth with a big smile, I couldn’t help but stroll 
right along in to our friends at Bard. The Bard family 
is one that like Covidien and Siemens and Cordis and 
Cook, I use on a daily basis in the practice I work for. To 
see what’s new for Bard is always an interesting topic. The 
Bard team was very enthusiastic about both their Flair 
Endovascular Stent Graft and The Meridian IVC Filter.

The Flair Endovascular Stent Graft is something I have 
heard a buzz about in the industry for a little while now 
and it was very exciting to get to learn about it hands on. 
Here are some of the key points to the Flair:

The FLAIR® Endovascular Stent Graft is the only endovas-
cular intervention proven in a controlled clinical trial to 
improve AV graft function over the current standard  
of care. 

Device advantages:

•	Optimize Flow: Flared outflow configuration optimizes 
flow in anatomies where the vein diameter is larger than 
the graft.

•	Reduce Restenosis: Two-layer ePTFE (expanded 
polytetrafluoroethylene) encapsulation reduces the  
incidence of restenosis in the treatment area.

•	Decrease Platelet Accumulation: Proprietary inner 
surface carbon impregnation technology is designed  
to decrease platelet accumulation in the acute phase 
after implantation.

The “flaired” Opening at the distal end really does increase 
the velocity of flow coming through the graft, and I know 
if you have been involved in a practice that treats dialysis 
patients, you know how frustrating the Friday 5pm clotted 
graft can be!! Hopefully, the Flair will reduce these partic-
ular patient problems.

 Also from bard was the Meridian IVC filter. What was 
very fascinating about the Meridian Filter were the studies 
done to show the long term retrievability. The Bard family 
has documented successful retrieval at up to 300 days out, 
which in my eyes is a very positive feature in today’s day 
and age. The Meridian also showcases a set of non-trau-
matic hooks so when it is removed from the Cava, there 
is a much smaller risk of tearing any vasculature , which 
as we know is our biggest fear. The Meridian is a lovely 
compliment to Bard’s filter family.

 I could honestly go on for days telling you guys about all 
the exciting products that I got to put my hands on and 
test out, but I will stay brief and tell you only about one 
more. I am a big fan of closure devices. I have my opin-
ions just like the rest of the world and I will keep those 

continued on page 22

A Walk Through the Exhibit Hall of SIR 2012: What’s New in IR?



22 | Spring 2012 | Interventional Informer www.avir.org

Cordis ExoSeal TM Vascular Closure Device

to myself. However, when I see a new closure device that 
promises SIMPLICITY, I am immediately drawn in. This 
brings me to our dear friends at Cordis. The family at 
Cordis has come out with a new closure device called the  
 
ExoSeal™ and it is available in 5, 6 and 7 French sizes. The 
ExoSeal™ vascular closure device allows prompt closure 
of femoral artery catheterization sites. It reduces time to 
ambulation and hospital discharge. The device has an extra 
arterial absorbable plug (Polyglycolic Acid) vanishing in 
60 to 90 days. The most important difference between 
ExoSeal™ and other products is the complete extra vascular 
placement of the device, positioned through the existing 
5F or 6F procedural sheath, which is thought to lower the 
risk of distal embolization and infection.

I will be honest with you. I sat at the Cordis booth with 
one of the attending’s I work with and we were both very 
moved by the simplicity of the deployment of this device. 

That along with a very competitive price and Cordis’s long 
standing reputation of integrity and responsibility should 
make this a product that we will all be using a lot more of.

To sum up my adventures through the exhibit hall, I can 
just say WOW! In all honesty, I walked the hall with my 
new wife, Sky, and although she is not in the medical field, 
she does graciously and intently listen to my adventures 
during a full day at work and she does know our lingo. It 
was so positive for me to see that a person who does not 
work with these products everyday can walk away from 
this exhibition hall with a thorough knowledge of how 
things work and a great appreciation for what we do as IR 
Technologists. To say I am honored and humbled to be a 
part of the Interventional world would be a great under-
statement. Being part of a community that strives to make 
our patients recover from disease and have great experi-
ences doing so is truly one of the greatest joys in my life. 
The fact that I get to report to you what’s new... that’s just 
icing on the cake. See you soon!

A Walk Through the Exhibit Hall of SIR 2012: What’s New in IR?

Access the AVIRWebsite www.avir.org

Articles and tests are posted under Members Only

Mail or fax the completed test to AVIR

12100 Sunset Hills Road

Suite 130 Reston, Virginia 20190

FAX 703.435.4390 PHONE 703.234.4055 E-MAIL info@avir.org

If you have suggestions for other AVIRprojects, please let us know!

AVIR Directed Reading
Available for Category A CE Credits
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The AVIR finds some sun and what looks to be a brighter future in San Francisco

Rob Sheridan, RT (R) ARRT

For those of you who were able to make it out to the 
annual meeting in “The Golden Gate City”, it was  
wonderful to see you and I hope you all enjoyed 

the  annual AVIR meeting! Some highlights for me were: 
meeting so many amazing people that make up our profes-
sion, Dr. Matsumoto’s Gold Medal Lecture, seeing my  
friend “Izzy” Ramaswany receive his well deserved AVIR 
fellow award, sharing our MGH experience with our 
hybrid suites and spending time with my team enjoying 
the wonderful “City By The Bay” enjoying the diverse city, 
visiting the vineyards and Alcatraz. 

As my team and I returned from site seeing crossing the 
magnificent bridge, I couldn’t help but think how bright 
our future can be with the opportunities that lie ahead of 
our profession. As we finished crossing the bridge toward 

the city, the sun broke through the grey sky, shinning 
bright and strong. The phrase “Light At the End of the 
Tunnel” came to mind, but in this case rather than the 
tunnel in the old idiom, perhaps it was the Golden Gate?

Important indicators are beginning to show more 
consistent signs of an economic recovery; with lowering 
unemployment and an approximately 3% increase with 
our GDP, things are looking brighter, dare I say “on an 

upswing”. Coming off the heels of the tremendous work 
of our past treasurer, fellow board members and past 
president, we are poised to move from a volatile financial 
position as a non- profit organization, towards a more 
stable position as an organization and that’s exciting! I am 
encouraged by this and confident we can continue to gain 
momentum as I review the organization’s financials!

That said, we all have a call to action: first, we need to 
prepare ourselves for the future of our profession by 
thinking with a new mindset, positioning ourselves for the 
future by sharing our expertise as interventional technolo-
gists in all arenas where image guided treatments occur. 
In order to do this we need to remain open minded as we 
support the many new vascular specialist entering into 
what once was our space, demonstrating our excellence as 

a profession. As Darwin taught us so 
many years ago, it’s the most adapt-
able that succeed! Isn’t that what 
IR does, evolve? The second call to 
action is coming together through 
the AVIR. The AVIR has taken steps 
over the past year to ensure we’re 
working for you, adding value for 
members of the AVIR . Our new 
website is up, a vast improvement 
to our old dated site. Facebook 
and Linked In are enhancing our 
ability to communicate across our 
membership. Forging connections 
with GEST, reenergized efforts with 
relationship building with the ARIN 
and physician leaders within the 
SIR and finally working closely with 
our vendor sponsors on grants are 

tangible examples and strategic steps to bring our society 
to a next level. So... to continue this momentum, we need 
members, with more members comes increased strength as 
a society, increased opportunities for more of us to come 
to a common place, supporting and learning from one 
another, a place where we all belong as IR technologists, 
members of the AVIR.
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William “Tony” Walton, RT(R) 
President 
8398 Windsor Drive 
Mechanicsville, VA 23111 
Work Phone: 804.828.6986 
Work Fax: 804.828.7926 
Cell Phone: 804.244.1792 
Email: Tonywalton.avir@gmail.com 

Izzy Ramaswamy, MS, RT(R)(CV)  
ARRT FAVIR  
Vice President/President Elect 
4521 SW 131st Terrace 
Miramar, FL 33027 
Work Phone: 786.594.9735   
Fax: 786.533.9716 
Email: IzzyR@baptisthealth.net 

Melissa Post, MBA, CRA, RT(MR)(CV)
(CT), FAVIR 
Immediate Past President 
1706 Cumberland Court 
Waunakee, WI 53597 
Work Phone: 608.262.7549 
Home Phone: 608.335.3868 
Email: mpost@uwhealth.org

Jeffrey Kins, RT(R)(VI) 
Director at Large 
4201 White Heron Point 
Portsmouth, VA 23703-5359 
Work Phone: 757.886.6520 
Home Phone: 757.686.9578 
Email: jdkins@gmail.com

Robert M. Sheridan, RT (R) ARRT 
Secretary/Treasurer  
1 Hickory Lane 
Ipswich, MA 01938 
Phone: 617.643.2999 
Email: rmsheridan@partners.org 

Andrew Ammorrosa, RT (R) ARRT  
Annual Program Chairman 
21 – 25 Magaw Place, #3f  
New York, NY 10033 
Phone: 212.639.7879 
Email: amorosso43@gmail.com

David S. Douthett, RT(R)(CV) 
Marketing Chair 
1304 Murray Drive 
Chesapeake, VA 23322 
Work Phone: 800.447.7585 x1271 
Fax: 757.482.0473 
Home Phone: 757.620.2989 
Email: ddouthet@its.jnj.com

Dana Bridges, RN 
Associate Representative 
1509 Fox Hollow Road 
Greensboro, NC 27410 
Work Phone: 336.312.0095 
Home Phone: 336.856.7790 
Email: dbridges@surgpro.com

Seated left to right: Melissa Post, Immediate Past President; William “Tony” Walton, President;  
Israel “Izzy” Ramaswamy, Vice President/President Elect

Standing left to right: Robert Sheridan, Treasurer; Andrew Amorossa, Program Chair; Dana Bridges,  
Associate Representative; Jeffrey Kins, Director at Large; David S. Douthett, Marketing Chair

AVIR Board of Directors | 2012 – 2013
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MEETING ACYRN WEB SITE / CONTACT LOCATION DATE

Vascular Access for 
Hemodialysis

VASA vasamd.org Ritz Carlton   
Orlando, FL

May  9 – 11, 2012 

Society Vascular Surgery 
Annual Meeting 2012

SVS vascularweb.org Gaylord National Resort
National Harbor, MD

June 7 – 9, 2012

New Cardiovascular Horizons 
13th Annual 

ncvh ncvh.org/2012 New Orleans, LA June 6 – 9, 2012

Complex Cardiovascular 
Catheter Therapeutic 
Conference

C3 c3conference.net Orlando, FL June 19 – 23, 2012

Chicago EndoVascular 
Conference 2012

CVC cvcpvd.com Chicago, IL July 19 – 21,  2012

SNIS 9th Annual Meeting SNIS snisonline.org San Diego, CA July 23 – 27, 2012

Amputation Prevention 
Symposium

AMP ampsymposium.org Chicago, IL August 10 – 11, 2012

Japan Endovascular 
Symposium

japanendovacular.com Tokyo, Japan August 30 – 31,  2012

The VEINS Chicago 2012 theveins.org Chicago, IL September 14 – 16, 2012

Cardiovascular and 
Interventional Radiological 
Society of Europe

CIRSE cirse.org Lisbon, Portugal September 15 – 19, 2012

Lower Extremity Arterial 
Revascularization

sirweb.org/meetings/sir_learn.shtml Chicago, IL September 27 – 30, 2013

VIVA  2012 VIVA vivapvd.com Wynn 
Las Vegas, NV

October 9 – 12, 2012

North Carolina Association of 
International Radiographers 
Annual Meeting

NC AVIR dianek@nc.rr.com TBD  
Visit www.avir.org  
for updates

October 20, 2012

Transcather Cardiovascular 
Therapeutics

TCT tctconference.com Miami Beach, FL October 22 – 26, 2012

Virginia Association of 
International Radiographers 
10th Annual Meeting

VA AVIR rhoward709@aol.com Great Wolf Lodge 
Williamsburg, VA

October 27, 2012

Radiological Society  
of North America

RSNA rsna.org Chicago, IL November 26 –  
December 1, 2012

AVIR Meetings Around the World | 2012 – 2013

Saturday Annual Meeting Workshop with the AVIR Board of 
Directors. Thanks to Rick Melinger, Vice President, Cook Inc.  
— Sponsored by COOK Inc.
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News Release
For Immediate Release
Contact:  Sara Keis
(651) 681-3125
sara.keis@arrt.org

ARRT Designates AVIR as RCEEM+
(February 2, 2012) – The Association of Vascular and Interventional Radiographers (AVIR) has 
been designated a RCEEM+ by the American Registry of Radiologic Technologists (ARRT), 
making it the fourth Recognized Continuing Education Evaluation Mechanism Plus (RCEEM+)
that is authorized to review and approve CE activities for A+ credit. AVIR was originally 
designated a RCEEM in July 2009.

The A+ designation is awarded to CE activities at the level of and intended for mid-level 
providers such as Registered Radiologist Assistants (R.R.A.s) or Nuclear Medicine Advanced 
Associates. Category A+ CE credits are also open to Registered Technologists (R.T.s), who are 
permitted to report as many A+ CE credits as they wish.

RCEEM and RCEEM+ organizations follow ARRT continuing education policies and assist 
ARRT during investigation of any inconsistencies regarding CE. Any RCEEM+ designee must 
first meet the standard requirements for becoming a RCEEM (e.g., national, not-for-profit, 
radiology based) and have a proven track record as a RCEEM.

To become a RCEEM+, organizations must further demonstrate:

1. The need for an additional RCEEM+;
2. Thorough understanding of the scope of practice for the R.T., the radiologist extender, 

and the physician; and
3. Support of ARRT’s CE philosophy.

A complete list of RCEEMs and RCEEM+s can be found at www.arrt.org/registration/RCEEMs.
In addition, ARRT recognizes the evaluation processes (for Category A CE credit) of the 
following states that have continuing education requirements in their licensing laws: Florida, 
Illinois, Iowa, Kentucky, Massachusetts, New Mexico, Oregon, and Texas. For more 
information, see ARRT’s Continuing Education Requirements for Renewal of Registration.

About ARRT
The American Registry of Radiologic Technologists promotes high standards of patient care by 
recognizing qualified individuals in medical imaging, interventional procedures, and radiation 
therapy. Headquartered in St. Paul, Minn., ARRT evaluates, certifies, and annually registers 
more than 300,000 radiologic technologists across the United States. For information, visit
www.arrt.org.

A R R T
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Membership Category — Select only one | Please print or type

mActive | $ 75/yr* mClinical Associate | $ 65/yr  mCorporate Associate | $ 65/yr

mStudent | $ 45/yr m International | $85/yr  *ACTIVE – Submit ARRT Certification or Canadian Equivalent

mMr m Mrs mMs  NAME / FIRST    M.I.  LAST GENERATION (JR., SR., II, III)

CREDENTIALS    LICENSURE

DEGREE/S    REGISTRATION/S

PREFERRED ADDRESS  mHOME  mWORK

HOME STREET

CITY    STATE  ZIP

PHONE  FAX    EMAIL (for official AVIR business only)

WORK INSTITUTION NAME    DEPT.

 STREET (include department, room number, mail stop codes, etc., if appropriate)

 CITY    STATE  ZIP

 PHONE  FAX  EMAIL (for official AVIR business only)

MEMBERSHIP APPLICATION
ASSOCIATION OF VASCULAR AND/OR INTERVENTIONAL RADIOGRAPHERS
12100 Sunset Hills Road, Suite 130, Reston, Virginia 20190 | 703.234.4055 | Fax 703.435.4390 | Email: info@avir.org

FULL PAYMENT MUST ACCOMPANY COMPLETED APPLICATION FORM

Length of Time as Tech Area of Expertise: ___________________

Size of Institution (# of beds):  ____  mPrivate   ____mAcademic

Number of Exams Performed at this Institution: 

________________  mVascular   ____________  m Interventional

Are You a Member of:   ARRT mYes mNo    ASRT m Yes mNo 
(If YES, please attach photocopy of membership card/s)

Other Professional Organizations of Which You Are a Member: 

__________________________________________________

Related Interests (CQI, Teaching, Publishing, etc.): 

__________________________________________________

__________________________________________________

__________________________________________________ 

Payment Information:  mCheck Enclosed

OR Charge Credit Card:  mAmEx  mMasterCard  mVisa

ACCT NUMBER  EXP DATE

NAME ON CARD

SIGNATURE

 
Student Members Only

DIRECTOR

PROGRAM ADDRESS

CITY  STATE ZIP

PHONE



The Association of Vascular and Interventional Radiographers (AVIR)  
is the national organization of healthcare professionals within Vascular  
and Interventional Radiology and involved in standard of care issues,  
continuing education and related concerns.

Who Can Become a Member of AVIR?

ACTIVE: Radiographers with a primary focus in Vascular 
and/or Interventional Radiology. Active members must 
be ARRT registered or have Canadian equivalent. Submit 
copy of certification with application.

Dues are $75 per year.

ASSOCIATE: Related healthcare professionals working 
with or having a special interest in Vascular and/or 
Interventional Radiology, including Nurses, Medical/
Cardiovascular Technologies and Commercial Company 
Representatives.

Dues are $65 per year.

STUDENT: Students in certified programs for Vascular 
and/or Interventional Radiographers.

Dues are $45 per year.

INTERNATIONAL: Healthcare professionals working or 
having special interest in CIT and who reside outside of 
the United States and Canada. This category includes, 
but is not limited to, medical technologists, radiologic 
technologists, registered nurses, licensed practical nurses, 
Physicians and commercial company representatives.

Dues are $85 per year.

All Memberships are renewable annually each January.

Why Is Joining AVIR Important?

The AVIR is dedicated to you and is a powerful advocate 
for the special interest and concerns of healthcare profes-
sionals working in Vascular and Interventional Radiology. 
We acknowledge the importance of continuing education, 
establishing high standards of practice and care, certifying 
Vascular and/or Interventional Radiographers, and estab-
lishing a nationwide network for obtaining information 
and/or employment opportunities. 

What Opportunities Does AVIR Offer?

•	 Professional growth

•	 Society of Interventional Radiographers (SIR) 
Annual Meeting

•	 Exchange of information and ideas

•	AVIR Annual Meeting

•	Continuing education opportunities

•	Quarterly newsletter

•	 Local chapter involvement

•	National membership directory

The Association of Vascular and Interventional Radiographers (AVIR)

12100 Sunset Hills Road | Suite 130 | Reston, Virginia 20190  

703.234.4055 | Fax: 703.435.4390  

email: info@avir.org | www.avir.org

What is AVIR?


